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Changing pattern of ill health for indigenous people
Control of lifestyle is beyond individuals and depends on social and political factors

Industrialising societies are said to have undergone
various epidemiological transition stages, in which
the transition from stage two to stage three

involves a change from receding pandemics to lifestyle
diseases.1 The dynamics of this transition, which took
thousands of years in Western countries, have been
unprecedented and greatly compacted in time in most
indigenous populations. Rather than a transition we
see the rise of lifestyle non-communicable diseases at a
time when the receding pandemics have not yet
receded.2 The pattern seems to be similar in
indigenous people in their traditional lands, such as
the Pacific, and in newly adopted metropolitan centres,
such as New Zealand. We consider here the different
dynamics of the epidemiological transition in indig-
enous people and argue that these are linked to socio-
economic transitions beyond their power and their
borders. Thus individual lifestyle interventions cannot
be naively transferred to indigenous populations.
Rather, what is required is appropriate national and
international social and political commitment to
health protection, with the specific interventions to be
identified and implemented primarily by indigenous
people.

Even with “traditional” communicable diseases, the
experience of indigenous people has differed from
that of Western countries.3 In Western countries
agriculture, domestication of animals, the adoption of
a sedentary existence, and the accompanying popula-
tion increase and density contributed to the emergence
of epidemics of the major communicable diseases.4

The European colonisation of the Pacific and the
Americas after 1492 saw indigenous populations deci-
mated by imported communicable diseases.5 These
effects were not uniform, depending highly on local
conditions. For example, in the Pacific indigenous
people experienced high mortality from imported
infectious diseases mainly when their land was taken
and their economic base, food supply, and social
networks were disrupted. When land was not taken in
large amounts by European settlers the death rate was
relatively low.5 Similar social disruption resulting in
increases in communicable disease has been seen
more recently in eastern Europe.6

Just as the introduction of the major communica-
ble diseases did not occur in a vacuum, neither has the
rise of non-communicable diseases.7 For example, the
Pima Indians of Arizona had their own way of life and
economy until the late 19th century, when the new
white settlers upstream diverted their water supply.8

This disrupted a 2000 year old tradition of irrigation
and agriculture, causing poverty and starvation. The
Pima then had to survive on lard, sugar, and flour sup-
plied by the United States government, resulting in one
of the highest rates of prevalence of diabetes in the
world—a particularly graphic example of a population
living with the consequences of decisions taken
upstream.9

Such problems persist. In one Pacific country, fish-
ing for food is illegal in front of certain villages, in an

area recently leased to a commercial fishing company
partly owned by a political leader. Inequitable land dis-
tribution in Pacific Island countries, deforestation in
Asia by multinational companies, and mass purchasing
of individual land for grazing and cash cropping in the
Americas all continue to compromise the ability of
indigenous people to grow food and sustain adequate
nutrition. The use of the Marshall Islands by the United
States for nuclear testing led to ecological destruction,
making farming impossible and fish radiotoxic and
resulting in whole populations being displaced and
becoming economically dependent, with a diet now
based on imported processed and canned foods.10

Vested political and commercial interests also affect
trade policy. For example, in the Pacific, healthier low
fat local sources of protein, such as fish, generally cost
15-50% more and are less accessible than imported
fatty mutton pieces, chicken pieces, or tinned fish. Fiji’s
ban on the importation of mutton flaps immediately
resulted in New Zealand threatening a complaint to
the World Trade Organization,11 an action similar to
the tobacco companies flooding of developing
countries with their products.12

Although non-communicable diseases are often
attributed to genetic factors or individual lifestyle, they
are also caused by broader political and social factors
needing social action.9 The World Health Organiza-
tion’s view that non-communicable diseases cannot be
addressed by the medical profession alone, and require
public, private sector, socioeconomic, and political
involvement,13 is equally valid for indigenous people.
Despite the best intentions of WHO the year 2000 has
come and gone, and instead of “Health For All,” health
care is increasingly being privatised—effectively putting
health out of the reach of those most in need, while
they face increasing socioeconomic pressures against
healthy lifestyles. Most indigenous health infrastruc-
tures cannot accommodate expensive healthcare mod-
els designed to meet the needs of 3% of the
population; however, they can easily deliver compre-
hensive primary health care to the other 97%. What is
required, rather than the transfer of individual lifestyle
oriented health promotion to indigenous people, is the
active involvement of indigenous people in primary
health care and in the planning and implementation of
health protection programmes at the local, national,
and international levels.
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Health benefits of swimming pools in remote
Aboriginal communities
Would depend on community participation and long term sustainability

We welcome the study in this issue showing
improved health outcomes for children
after swimming pools were installed in two

remote Aboriginal communities in Western Australia—
but with guarded optimism.1 Improvements in
Aboriginal children’s health, particularly in remote
communities, have been remarkably difficult to
achieve, so successful interventions that are potentially
transferable warrant serious consideration.

Optimism, however, must be guarded. There is no
quick fix for the many health problems that occur in
remote communities, including both infectious and
chronic illnesses. As the authors note, pyoderma and
chronic ear disease have remained intractably high in
children for decades. In some communities the preva-
lence of trachoma is as high as 40% in children under
10 years.2 Mortality for indigenous infants is 2.5 times
as high as for all Australia,3 and hospital admissions for
children under 14 years are 1.5 times as high.4 As the
authors point out, continued efforts in the areas of
improved housing, sanitation, nutrition, education, and
access to health care are all a high priority. We would
like to add community hope, involvement, and control
as essential ingredients for change through commu-
nity development.5

Adding a swimming pool has costs and benefits
that have to be weighed in the context of the commu-
nity’s interest and capacity, including ecological capac-
ity. An assessment with each community interested in a
pool is an essential prerequisite, and several factors
need to be considered.6 The cost of establishing pools
and their associated amenities in remote communities
and the cost and feasibility of maintenance are not
addressed in this paper. Also not considered are the
considerable opportunity costs in communities work-
ing to maintain basic goods and services. Nor is it
known whether community members have been
trained to maintain the pools, thereby gaining useful
skills. A pool can turn from a place of fun and health
gain to a source of illness and even tragedy if
maintenance and supervision are neglected for any
reason. Such threats, however, need to be considered in

the context of the poor quality of natural water
supplies turned to as alternatives, and the difficulties
for adequate supervision that these pose. Moreover,
artesian water is a precious commodity and some parts
of the desert have insufficient water supplies to
maintain a pool in the long term.7 Water savings in
other ways may be necessary to offset the ecological
“surprise” of an evaporating pool of water in hot, arid
conditions.

The authors allude to population mobility, which
continues at high levels as people move between com-
munities and travel for ceremonial and other
reasons.7 8 This will result in use of the pool being
intermittent, which could have an impact on the effec-
tiveness of pools as a health intervention, although in
this study the children who were seen fewer than three
times did not have a greater prevalence of sores than
those seen more often. Certainly, high mobility is a
major issue both for the design of suitable health inter-
ventions that are appropriate for a mobile population
and for robust evaluation of such interventions.

The authors say that there did not seem to be any
other changes that might have accounted for the
health improvements seen, although this could be
quite difficult to assess, especially given the high rate of
movement in and out of communities. And it is impos-
sible to tease apart the extent to which immersion in
the pool, heightened awareness of skin hygiene, or a
range of other factors contributed to the results docu-
mented in this study. However, it is probably more
important to monitor whether improved health
outcomes are sustained than to deliberate on the intri-
cacies of their underlying mechanisms. The proposed
ongoing monitoring in this study is very valuable.

Considerable health benefits for children and ado-
lescents might be expected from regular relief from
heat and boredom, combined with pleasurable
physical activity in a safe meeting place where
disruptions—such as those related to alcohol and
petrol sniffing, which are issues in some communities—
are likely to be banned. The improved school
attendance in this study is testimony to the potential
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